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Executive Summary  
 
What is a Health Impact Assessment (HIA)? 
 The HIA process is used across the country to evaluate the potential 
health effects of a project, program or policy before it is built or started.  HIAs can 
provide suggestions to decision makers to improve public health and lower the 
possibility of harmful health effects on communities.  HIAs are designed to bring 
science-based, unbiased information to decision makers about a specific project 
under consideration, through voluntary recommendations. 
 Although similar to an Environmental Impact Assessment, the HIA differs 
in that it has a focus on health outcomes, such as obesity, physical inactivity, 
asthma, injuries, and social equity. The HIA follows six steps:  (1) screening - 
identify projects or policies for which an HIA would be useful, (2) scoping - 
identify which health effects to consider, (3) assessment of risks and benefits, (4) 
developing recommendations, (5) reporting - present the results to decision-
makers, and (6) evaluation - determine the effect of the HIA on the decision and 
impact on health indicators. 
 
What is Permanent Supportive Housing (PSH)?  
 Permanent Supportive Housing (PSH) is a specific type of affordable 
housing for chronically homeless and/or disabled individuals that does not have a 
time-limit on how long a client can stay in the facility (tenure).  Programs that 
provide PSH are responsible for providing or connecting clients to supportive 
services, such as primary medical care, substance abuse counseling, and job 
preparation, to assist in the transition to permanent housing.  The definition of the 
Housing First Model, includes that clients are not required to participate in these 
services to remain in permanent supportive housing. 
 
The Commons at Alaska Development 
 National Church Residences (NCR) is a PSH developer which is 
developing the Commons at Alaska to provide 90, single-occupancy units of new 
permanent supportive housing for chronically homeless and disabled individuals 
in Cincinnati, Ohio.  Located at 3584 Alaska Avenue in the Avondale 
neighborhood, the Commons at Alaska will provide permanent housing and 
connection to supportive services to low income individuals who experience 
chronic homelessness and/or disability, including mental or emotional disorders 
(such as depression, post-traumatic stress disorder, or anxiety), physical 
disabilities, medical disabilities, and developmental disabilities, in partnership 
with the Greater Cincinnati Behavioral Health Services.  National Church 
Residences is the sole property developer and will provide property management 
for the Commons at Alaska. 
 
Profile of Cincinnati’s Homeless Population:  

In 2012, a total of 7,983 persons were calculated to be sleeping on the 
street in Cincinnati, utilizing emergency shelters, or staying in transitional 
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housing.  Of these 30% were children, with 10% of the children under the age of 
5.  Among the adults, 13% were veterans and 62% had a disabling condition.  
Specifically, 34% of homeless adults were mentally ill. The largest age group of 
homeless individuals was 45-54 year olds.  The majority of Cincinnati’s homeless 
population was African American (66%). 
 
Avondale:  Neighborhood Profile 
 Located in the heart of Cincinnati, Avondale had a total population of 
12,466 and 7,498 total housing units (US Census, 2010).  The community was 
90% African American.  41% of all people in zip code 45229  reported 12 month 
income below the poverty level (US Census Bureau, 2009-2013 American 
Community Survey) and the median household income in Avondale was $18,120 
(City of Cincinnati Department of Planning and Buildings, US Census, 2010.) 
Avondale houses many notable institutions, including the Cincinnati Zoo and 
Botanical Gardens, Cincinnati Children’s Hospital Medical Center, the Cincinnati 
Health Department and the University of Cincinnati Medical Center.  Avondale is 
conveniently located to Interstate 75 and Interstate 71 and the Central Business 
District.  Avondale also has two newly renovated elementary school buildings: 
Rockdale Academy ($14M) and South Avondale School ($15M).  Currently, 
Avondale is experiencing a revitalization of the Burnet Avenue corridor that will 
result in institutional expansion and building development with a mix of retail, 
offices, and residences ($100M).  Within a 1 mile radius of the Commons at 
Alaska site, there are several other affordable housing projects, including $7.1M 
Alston Park project of 34 units for low-income families, and the $29M HUD 
Choice Neighborhoods Implementation grant to redevelop 3 large multi-family 
buildings along Reading Road for mixed income housing.  As of January, 2014, 
there were 221 homeless individuals who have indicated that their last known 
residence was Avondale, zip 45229.  This information was taken from the 
Homeless Management Information System (HMIS). 
 
Methodology 
 The Health Impact Assessment (HIA) committee chose four potential 
health effects for this assessment, drawing from communications with NCR, 
Avondale 29, Friends of Avondale, and citizen testimonies to City Council.  The 
four effects are: 1) property values, 2) crime rates, 3) concentrated poverty, and 
4) stress.  These effects were explored as they relate to PSH program attributes 
and location of sites, environmental justice, and physiological health impacts. 
The committee explored peer-reviewed journal articles from the fields of 
sociology, psychology, medicine, child development, political science, 
criminology, and public health, and official reports, studies, and guiding 
documents from the U.S. Department of Housing and Urban Development (HUD) 
and local housing authorities.  
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Findings  

 Property Values - The results of studies 
reviewing the impact of PSH facilities on 
neighborhood property values are not 
comparable to the Commons at Alaska due to 
PSH location and housing markets such as 
New York City, and or significant public 
infrastructure investment as in the greater 
Houston area.  Though causality and a direct 
mechanism for increased or decreased value 
has never been proven, certain factors seem to 
facilitate positive impacts on property values. 

o PSH may increase surrounding property 
values by removing an old “eyesore” or 
blight to make way for a new facility, by 
housing the homeless individuals of that 
immediate area, or by introducing 
services to the community that were not 
previously available.  

o PSH that are constructed in locations 
that also added other amenities, such as 
light rail and businesses, have been 
associated with increased property 
values.  

o Crime Rates - Studies have shown 
varied impacts of affordable housing on 
crime rates.  The surrounding residential community perception or fear 
is that PSH clients will partake in or attract illegal activities. 

o There are limited findings that PSH clientele are victims of crime within 
500’ of PSH facilities (HUD, 1999, p 1-10).  In general, though, there is 
no definite indication from the literature that a PSH facility will 
significantly increase any type of crime within a 2,000’ radius of the 
facility (Galster, 2002). 

o However, even a perceived threat can alter community members’ 
activities, such as walking or exercising outside or interacting with 
neighbors in common spaces (Wandersman & Nation, 1998).  Strong 
social ties have been demonstrated to reduce neighborhood crime and 
address other perceived challenges in a community through a process 
called collective efficacy or social capital (Wandersman & Nation, 
1998; Larsen et al, 2004, Sampson et al, 1997).  Social connectivity 
also yields improved individual health outcomes.  If community 
members fear their neighbors, including PSH clientele, or are too 
fearful of crime to utilize common spaces that allow them to engage 
with these neighbors, they will not form crucial social ties, and will be 

Commons at Alaska HIA 

Table of Findings 

Health 
Determinant 

Finding Based on 
Literature Review 

Change to 
neighborhood 
property values 

Inconclusive 

Change to 

neighborhood  

crime rate 

Inconclusive 

Change to 
neighborhood 
poverty rate and 
concentration 

Conclusive 

Change to 
neighborhood 
residents’ stress 
levels 

Conclusive 

Please see Figure 2 for pathway model of 

determinants and health. 
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less likely to intervene for the betterment of the community (Larsen, et 
al, 2004). 

 In numerous cities and programs, Housing First models of PSH have been 
observed to increase client stability, measured by tenure in permanent 
housing, and client satisfaction when compared to programs that require 
treatment enrollment and compliance to maintain housing.  This holds true for 
chronically homeless individuals with mental disorders and/or substance 
addictions.  

o It is unclear if either Housing First or the traditional “continuum of care” 
model—in which clients are treated for their addictions or conditions 
before being placed in permanent housing—can curb substance use in 
clients, whether or not they are stably housed (Tsemberis, 2004). 

o The size of PSH facilities has not been demonstrated to have any 
statistically significant effect on a client’s tenure; instead, individual 
attributes, like age at admission, are significant predictors of tenure 
(Lipton, et al, 2000; Wong, et al, 2006).  However, qualitative analysis 
reveals that PSH clients in neighborhoods with high levels of crime and 
drug use can feel “distracted”, while clients housed in other 
neighborhoods feel “focused” on recovery and stability by their 
surroundings (Wong, et al, 2006, p 78). 

o The average length of stay in a wide scale study was 3.65 years.  Only 
a very small percentage of individuals return to homelessness if and 
when they leave PSH programs (Wong, et al, 2006).  

 Concentrated poverty exists when more than 40% of households in an area 
have income below the federal poverty level.  Due to the high volume of low 
income housing and the concentrated poverty that currently exists in 
Avondale (US Census Bureau, 2010), a PSH facility of any size would 
increase the concentration of poverty.  Even when stably housed, PSH 
participants’ incomes generally stay well below the poverty line (Pearson, et 
al, 2006).  Poverty, especially concentrated poverty, disproportionately 
impacts neighborhood health outcomes such as chronic disease, preterm 
birth, child cognitive development, child abuse, and violent crime (McEwen, 
1998; Pike, 2005; Sharkey & Elwert, 2011; Garbino & Cruter, 1978; Figueira-
McDonough, 1993).  However, PSH facilities on the macro municipal level 
can drastically save taxpayer money by housing the chronically homeless and 
connecting them to services, so as to reduce their utilization of emergency 
room and encounters with law enforcement (Perlman & Parvensky, 2006). 

 Poverty, fear of violence, and perceived lack of control of one’s surroundings 
are all sources of chronic stress.  Chronic stress causes the body to maintain 
high levels of “fight or flight” hormones, which can affect metabolism, brain 
function, and heart health over time.  It can also compromise immune 
response to simple threats like the common cold.  Chronic stress specifically 
caused by poverty is documented to cause premature aging of children at the 
chromosomal level (Mitchell, Hobcraft, McLanahan, Rutherford. Siegel, Berg, 
Brooks-Gunn, Garfinkel, & Notterman, 2014), and limit their cognitive and 
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verbal abilities (Sampson, Sharkey, Raudenbush, 2008).  On the 
neighborhood level, feelings of hopelessness or lack of control that are often 
tied to poverty can be a source of stress.  A lack of government transparency 
or a citizen’s perceived lack of control over processes—such as the process 
of situating and planning the Commons at Alaska Project—can induce stress, 
and can also greatly reduce the level of generalized trust among 
neighborhood residents, the community council, and City government 
(Rothstein & Stolle, 2003; Larsen, et al, 2004).  Generalized trust is the 
foundation of social capital, which allows communities to maintain order and 
foster feelings of connectedness (Wandersman & Nation, 1998; Larsen, et al, 
2004; Sampson, et al, 1997). 
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Introduction 
 
 The Cincinnati Health Department (CHD) Health Impact Assessment (HIA) 
Committee was asked by the Avondale 29 Group (A29 Group), a grass roots 
community organization consisting of Avondale residents who live near or on 
Alaska Avenue, to conduct a HIA of a pending housing project known as the 
‘Commons at Alaska’.  The A29 Group asked the CHD HIA Committee to include 
the “impact of stress” on members of the A29 Group related to the proposed 
permanent supportive housing (PSH) new development. 
 National Church Residences (NCR) plans to build PSH for homeless 
individuals on a 3 acre site in the Avondale neighborhood in Cincinnati, Ohio.  
The Commons at Alaska project originally proposed 99 units which was 
downsized to 90 single-occupancy units in response to resident concerns about 
the magnitude of the project and concentration of poverty in the neighborhood.  
The population to be served by the Commons at Alaska will be chronically 
homeless adults with physical, medical, mental, and developmental disabilities, 
and could include substance abuse illness.  It is the perception of the A29 Group 
that some of the targeted residents may have criminal backgrounds.  The 
Commons at Alaska will house low income, single adults with one or more 
disabling conditions many of whom have struggled with homelessness.  Persons 
whose primary or sole diagnosis is related to drug or alcohol addiction will not be 
eligible for tenancy.  There is great resistance to this development from the A29 
Group, in part because the residents in the immediate vicinity were not involved 
in the 3-year planning process.  The immediate neighbors were not made aware 
of the development until February, 2013 when NCR requested the support of the 
Cincinnati City Council for NCR’s application to the Ohio Housing Finance 
Agency (OHFA). 
 However, NCR did communicate with the neighborhood’s Avondale 
Community Council (ACC).  NCR states that they followed the guidance from the 
City of Cincinnati Department of Community Development to contact and work 
with the ACC on the development process and that they were told that they did 
not have to conduct door to door outreach to the adjacent residents because no 
zoning action was required.  If there had been a need for a zoning variance, or 
re-zoning, then NCR reports that they would have engaged in door to door 
outreach.  The lack of early notification has created a distrustful environment 
between the A29 Group residents adjacent to the proposed development, ACC, 
and NCR.  The A29 Group believes that a facility like this should not be located 
in a primarily low density residential area that is already experiencing 
concentrated poverty, lack of amenities and resources, and high rates of violent 
crime and drug activity. 
 The A29 Group is concerned that the Commons at Alaska development 
will compound the concentration of poverty in the Avondale neighborhood by 
placing 90 additional impoverished individuals in Avondale the first year of the 
program, and continuing to place additional residents there based on anticipated 
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annual turnover rates of 13% (2012 Annual Data Report, The Partnership Center, 
Ltd.). 
 Avondale is a neighborhood with more than 40% of its residents living on 
household incomes below the poverty level.  The A29 Group is concerned that 
the NCR clients will not be required to utilize the provided onsite or offsite 
services to remain in housing, and that because treatment for substance abuse 
and mental illness will only be on a voluntary basis, many of the residents will 
remain untreated and participate in or attract additional drug-related or disruptive 
activity in Avondale. 
 This HIA will provide recommendations regarding further development of 
this project, and future PSH.  The Ohio Housing Finance Agency (OHFA) has 
already approved tax credit financing of the Commons at Alaska.  A copy of the 
OHFA summary description of the Commons at Alaska is included in the 
Appendix F. 
 Many questions have been raised by A29 Group including: 1) When the 
Cincinnati City Council passed a vote to support the award of tax credits for this 
development in 2013, did that action conflict with Cincinnati Ordinance 346 
(Please see Appendix D for the full ordinance passed in 2001), which opposes 
low income housing tax credit for projects of new publicly-assisted low –income 
rental units, unless the construction reduces the concentration of poverty and 
utilizes historic buildings, 2) Why were the immediate neighbors of the facility 
“passed over” and not deliberately involved in the planning process, and what 
should be the impact of their having now organized the A29 Group and collected 
700 signatures in opposition of the development including the letter from an Ohio 
State Senator rescinding his support, which were forwarded to OHFA, 3) what 
will the impact of the development be on: future property values, neighborhood 
crime rates, and community perceptions of the development.  The A29 Group 
and the NCR are at an apparent standoff.  An attempt, in the Fall of 2013, at a 
formal mediation between the two parties brokered by the Cincinnati City Council 
was not successful. 
 The intention of this HIA is not to resolve the questions of legality or 
transparency in the development of this project, nor to mediate between 
stakeholders.  Rather, this HIA will bring unbiased information to the table about 
the potential health impacts on the existing community - both negative and 
positive - of this particular type of development in this specific neighborhood 
context: a high density, single-site ‘Housing First’ model of PSH for homeless 
and disabled individuals in a low income and low density residential 
neighborhood. 
 The residents in the immediate area of the Commons at Alaska, who are 
predominantly African American, reported that they were not given a voice in the 
development decisions in the immediate area where their homes are located.  
Nor are potential residents of this facility given a choice as to where it will be 
developed.  This is one of the key factors in defining a vulnerable community, 
those that are not included, often deliberately excluded, in decisions impacting 
their community and their health.  HIA is an opportunity to “identify 
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recommendations that yield an equitable distribution of health benefits,” (Policy 
Link, 2013, p. 18) for the present and future community members, and for a 
vulnerable population who are already located in the community. 

 
Purpose of a Health Impact Assessment (HIA) and the HIA Process 

 
 A Health Impact Assessment (HIA) is used to objectively evaluate the 
potential health effects of a project or policy, before it is built or implemented.  
HIA can provide recommendations to increase positive health outcomes and 
minimize adverse health outcomes.  The HIA framework is used to bring potential 
public health impacts and considerations to the decision-making process for 
plans, projects, and policies that fall outside of traditional public health arenas, 
such as transportation and land use. 
 The HIA process follows six steps: (1) Screening - identify projects or 
policies for which an HIA would be useful, (2) Scoping - identify which health 
effects to consider, (3) Assessing risks and benefits, (4) Developing 
recommendations, (5) Reporting - presenting the results to decision-makers, and 
(6) Evaluating to determine the effect of the HIA on the decision. Implementation 
of HIA recommendations is voluntary. 
 

Scope of the Assessment 
 
Geographic Scope 
 The geographic scope of this HIA is the Avondale neighborhood.  The 
scope of the HIA community engagement includes all churches, schools, 
residences and businesses within a 2000’ radius of the proposed site of the 
Commons of Alaska, at 3584 Alaska Avenue, Cincinnati, Ohio (Figure 2: 
Avondale). 
 
Scoping of Health Impacts and Determinants 
 Health impacts and determinants were identified through communication 
with Avondale Community members, NCR, and observation of citizen testimonies 
to City Council and the Law and Public Safety Committee, chaired by 
Councilmember Chris Smitherman. Specifically, members of A29 Group 
expressed concern about neighborhood stability, social cohesion, concentration 
of poverty in a low income neighborhood, impact on public transportation, change 
in infectious disease rates, possible changes in safety and crime rates, change in 
property values, management of the facility, access of Commons residents to 
counseling and social services and accessing over-utilized resources such as 
emergency services, and stress to community members.  From this list, the HIA 
committee selected four health determinants for assessment: Changes to 
neighborhood property values, changes to neighborhood crime rates, changes in 
neighborhood poverty levels and concentration, and changes to stress levels. 
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Research Methods 
  
 The discovery process used in this assessment included the review of 
literature and research related to the following topics: 

 Defining the different types of affordable housing and programs outlined 
by the Department of Housing and Urban Development. 

 The development and effectiveness of the “Housing First” model and other 
best practices for housing chronically homeless individuals with mental 
health and/or substance abuse histories. 

 Impacts of permanent supportive housing (PSH) on neighboring property 
values and neighborhood crime rates. 

 Cost benefit analysis and program outcomes and implications for 
concentrated poverty. 

 Predicting the effects of different PSH program attributes and 
environmental factors on the success of clients. 

 The sociological aspects of communities that best allow them to benefit 
from perceived and actual environmental stressors, such as the 
introduction of a supportive housing facility. 

 The biomedical manifestations of poverty and psychosocial stress at the 
individual level. 
 

Cincinnati Homeless Community Profile 
 

 In 2008, the City of Cincinnati adopted the Homeless to Homes Plan (HH 
Plan).  The HH Plan calls for smaller and more specialized facilities.  The 
categories of facilities in the plan are Emergency Shelters (no increase in the 
number of shelters was proposed), Transitional Housing (increase from 229 to 
456 beds), and PSH Units (increase by 1,020 housing units by 2013).  The HH 
Plan also designates National Church Residences to develop a 100 unit PSH 
facility. 
 A demographic profile of Cincinnati’s homeless population comes from the 
2012 Annual Data Report published by The Partnership Center, Ltd.  Utilizing the 
HUD methodology for counting homeless people.  Based on street outreach, 
emergency shelters and transitional housing, the unduplicated count of homeless 
persons in 2012 in Cincinnati was a total of 7,983 persons.  Additionally, the 
report shows that 2,037 formerly homeless people were housed in PSH in 
Cincinnati.  The PSH residents are not included in the HUD method count. 
 Among the 7,983 homeless individuals in 2012, 30% were children with 
10% of children under age 5; adult veterans-13%; adults with mental illness-34%, 
adults with a disabling condition-62%; and 36% of adults have more than one 
condition.  The largest age group of homeless individuals is adults 45-54 years 
old, who make up 19% of the total.  The racial distribution of the homeless 
population in Cincinnati is Black or African American-66%, Whites-31%, and 
multiple races-3%.  Many adult clients have special needs that include mental 
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illness (40%), drug abuse (27%), alcohol abuse (26%), chronic health condition 
(25%), HIV/AIDS (3%), physical disability (6%) and developmental disability (4%) 
(Annual Data Report, 2012). 
 Among permanent supportive housing (PSH) residents, adults with mental 
illness were 65% of the total, and 29% were between 45-54 years of age.  
African Americans represent the largest group in permanent housing (68%) 
followed by Whites (28%).  Most PSH residents (87%) remained longer than 6 
months, and 72% remained in permanent housing longer than 12 months which 
represented a slight increase from 71% in 2011.  This suggests that 13% (9-10) 
persons are expected to cycle out within 6 months and 28% will be out within 1 
year, with 27 new residents in the Commons every year.  The percent of PSH 
residents with income attributable to employment also rose from 9.7% in 2010 to 
10.9% in 2012 (Annual Data Report, 2012). 

 
Avondale Neighborhood Profile 

 
 Located in the heart of Cincinnati, Avondale (Census Track Numbers 34, 
66, 67, 68, 69) was annexed to the City of Cincinnati in 1896.  Avondale was 
originally populated in the mid 1800’s by wealthy merchants and manufacturers 
who built spacious homes on large tracts of land.  This explains the existence of 
large, historic homes in Avondale.  Less affluent Greek Americans and Eastern 
Europeans also settled in the area in the early twentieth century.  After World 
War II, many residents left Avondale to buy more “modern” homes in the 
suburbs, which started the subdivision of the large homes into low-rent 
apartments.  African American residents relocated to the Avondale neighborhood 
to escape the poor living conditions of the city center.  The African American 
residents created a thriving community. 
 Avondale houses many notable institutions, including the Cincinnati Zoo 
and Botanical Gardens, Cincinnati Children’s Hospital Medical Center (CCHMC), 
the Cincinnati Health Department, and the University of Cincinnati Medical 
Center.  Avondale is conveniently located to Interstates I-71 and I-75 and to the 
Central Business District.  Currently, Avondale is experiencing revitalization of 
the Burnet Avenue corridor that will result in institutional expansion and mixed 
use development ($100 million).  Avondale also has two newly renovated 
elementary schools:  Rockdale Academy ($14 million) and South Avondale ($15 
million) (Cincinnati Public Schools). 
 Avondale is a relatively large neighborhood with a population of 12,466 
and 5,596 occupied households (US Census Bureau, 2010).  However, the 
community lost 24% of its population between 2000 and 2010 (Health 
Foundation of Greater Cincinnati, 2011).  This indicates instability of the 
neighborhood population.  The community racial distribution is 92% African 
American (alone and in combination with other races).  In spite of the recent 
investment in Avondale, 41% of all people in zip code 45229 reported 12 month 
income below the poverty level (US Census Bureau, 2009-2013 American 
Community Survey) with a median household income of $18,120 (US Census 
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Bureau, 2010).  In 2010, 27% of adult residents had not graduated from high 
school.  Avondale has a low rate of owner occupied housing (25%), conversely 
75% of the occupied units were rented (US Census Bureau, 2010).  As of 
January, 2014, there were 221 homeless individuals who have indicated that 
their last known residence was Avondale, zip 45229.  This information was taken 
from the Homeless Management Information System (HMIS). 
 For many who live in the City of Cincinnati, Avondale has the perception of 
having a high rate of crime.  Police District 4 includes 11 neighborhoods of which 
Avondale is the largest in land area and population.  According to the Cincinnati 
Police Department in 2012 there were a total of 741 violent crimes in District 4:  
16 homicides, 71 rapes, 443 robberies, and 211 aggravated assaults. 
 Since the Aldi’s grocery store closed in 2008, Avondale was left without a 
full service grocer.  Avondale residents lack access to fresh food.  In addition, 
Avondale does not have a farmers’ market to supplement the grocery store loss.  
However, many fast food businesses e.g. Burger King, Kentucky Fried Chicken, 
and White Castle are easy to access along the main north-south corridor of 
Reading Road. 
 The Walgreens Pharmacy that was conveniently located on the corner of 
Reading Road and Rockdale, a major bus transit transfer stop, also closed.  
Avondale residents no longer have a pharmacy available to them in close 
walking distance or by bus.  Lack of access to a full service grocery store and a 
pharmacy within walking distance is particularly significant because 39.8% of 
households in Avondale report that they do not have access to a vehicle for 
transportation (US Census Bureau, 2010). 
 According to the Social Compact’s 2007 Cincinnati Market Neighborhood 
Drill Down Report, opportunities exist to develop new businesses to serve 
underserved markets in Avondale.  There are an estimated 8,828 employees in 
the neighborhood with an employee spending potential of $26.1 million.  The lack 
of a full service grocer results in a leakage of $16.1 million from the 
neighborhood.  Also, underserved retail, apparel, and restaurant demand results 
in a total estimated leakage of $34.1 million combined. 
 To profile the health status of Avondale residents we begin by reviewing 
statistical indicators of health.  For instance 20.7% of births to Avondale residents 
were preterm with 3.5% very preterm, the mean maternal age was 22-24.8 years 
and the percentage of births to single moms was 63.2%-95% (CCHMC Child 
Policy Research Center, 1996-2004).  
 Infant mortality is regarded as a very reliable indicator of population health 
(Reidpath & Allotey, 2003).  One of the highest infant mortality rates in the City of 
Cincinnati is found in the 45229 zip code boundary which covers a large portion 
of the Avondale neighborhood.  The infant mortality rate of 20.7 infant deaths per 
1000 live births for 2007-2010 (Cincinnati Health Department) in Avondale was 3 
times the national rate of 6.05 reported by MacDorman, Hoyert, and Mathews 
(2013). 
 Life expectancy at birth for Avondale residents is 68.2 years based on 
mortality rates from 2001-2009 (Cincinnati Health Department).  This is very low 



15  

compared to the City-wide life expectancy of 76.7 years.  Life expectancy in 
Avondale is ~20 years less than the Cincinnati neighborhood with the highest life 
expectancy (87.8 years). 
 The North Avondale neighborhood, which shares a northern border with 
Avondale, has a life expectancy of 87.1, almost 20 years greater than that of 
Avondale.  The median household income in North Avondale is $47,465 
compared to $18,120 in Avondale (US Census Bureau, 2010).  A CHD study of 
death certificates from 2001-2007 calculated crude mortality rates by 
neighborhood, and found that Avondale’s crude mortality rate for this period was 
20 % greater than the citywide rate.  Out of the 48 Cincinnati neighborhoods 
studied, Avondale was among the 9 neighborhoods with a crude mortality rate 
greater than the citywide rate. The top three causes of death for residents of 
Avondale are heart disease, cancer and stroke. 
 The Health Foundation of Greater Cincinnati’s 2011 Greater Cincinnati 
Community Health Status Survey Oversample of Avondale residents reported the 
following: 

 3 out of 10 adults report that they are in excellent or very good 
health. 

 4 out of 10 adults eat enough fruits and vegetables each day. 

 6 out of 10 adults eat fast food at least once a week. 

 5 out of 10 adults are obese. 

 4 out of 10 adults have been told they have high blood pressure. 

 2 out of 10 adults have been told they have severe allergies, 
depression, or diabetes. 

 3 out of 10 adults have not had a routine checkup in the last year. 

 2 out of 10 adults do not have reliable transportation to get to the 
doctor. 

 3 out of 10 adults have had trouble paying or were unable to pay 
medical bills. 
 

 The global health rating is considered a valid measure of the overall 
community health.  The majority of Avondale residents (70%) do not rate 
themselves as being in excellent or good health.  Many Avondale residents do 
not have adequate transportation to access health care, and do not have enough 
resources to pay medical bills.  Residents without access to a car or other form of 
transportation do not have reliable access to obtain fresh produce or other 
nutritional foods, or to a pharmacy to fill prescriptions.  We conclude that 
Avondale residents are among the most vulnerable populations in the City of 
Cincinnati, as evidenced by high infant mortality rate, low life expectancy, low 
self-reported general health status, lack of access to fresh foods, and just under 
half of the population living in poverty.  
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Assessment 
 

I. Overview of Affordable Housing and Definition of Key Concepts 
Since the 1990’s, affordable housing has developed into a broad spectrum 

of programs and developments designed to effectively address needs of various 
subgroups of vulnerable populations that struggle to afford housing or integrate 
themselves into the traditional housing market.  Affordable housing refers to 
housing that costs less than 30% of a household’s monthly income; it is housing 
that is therefore accessible to “low-income” individuals and households for rent or 
homeownership.  Most recently, housing efforts and funding have expanded 
beyond affordability to address the needs of chronically homeless and disabled 
individuals.  Specifically, the U.S. McKinney-Vento Homeless Assistance Act of 
1987 assured the provision of supportive services integrated directly into housing 
facilities.  Twelve years later, the Olmstead vs. LC U.S. Supreme Court ruling 
ensured that individuals with mental health disabilities would also be eligible to 
reside directly in communities, instead of institutions (Wong et al, 2006; HUD, 
2008).  The Department of Housing and Urban Development (HUD) is the 
national body responsible for guidance and national funding for affordable 
housing; while the management and ownership of affordable housing facilities is 
delegated to local housing authorities, local government bodies, or non-
governmental organizations, such as National Church Residences.  Due to the 
delegation of management to local entities, the variety of funding sources that all 
programs receive, and the diverse needs of impoverished and homeless 
populations, there is an incredible diversity in affordable housing facilities and 
experiences for both clients and host communities. 

Length of stay at all affordable housing is not determined by income, but 
by the discretion of the managing organization and specific program 
requirements.  The umbrella of affordable housing includes programs such as 
Housing Choice Vouchers (formerly known as Section 8), as well as specific 
programs like Public and Indian housing, and Supportive Housing Programs 
(SHP).  

The Commons at Alaska is an example of a supportive housing program 
(SHP).  SHP is a broad category that includes all affordable housing that is linked 
to supportive services to assist chronically homeless persons to transition from 
the streets or shelters to permanent housing.  SHPs may take the form of 
emergency shelters and Transitional Housing facilities (TH)1 that offer supportive 
services in conjunction with temporary lodging (HUD, 2008), or an SHP may be a 

                                                           

1 Transitional Housing (TH) is a component of the Supportive Housing Program named in Section 

424(b) of the McKinney-Vento Act. It is non-permanent housing with length of stay limited to 24 

months with exceptions on a case by case basis.  Services may be accessed up to 6 months 

after departure from the housing facility. 
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permanent supportive housing facility.  Permanent Supportive Housing or 
Permanent Housing for People with Disabilities (PSH)2, are different from other 
SHP facilities in that there is no limit on length of stay or program participation 
(Wont et al, 2006). 

Regardless of length of stay or the specific subpopulation being housed 
and served, all facilities that are part of the Supportive Housing Program strive to 
help homeless individuals achieve residential stability, increase their skill levels 
and incomes, and live with greater self-determination (HUD, 2008; Pearson et al, 
2007; Wong et al, 2006).  These services may be provided on-site at a housing 
facility or off-site; the same organization managing the housing property may also 
provide the services, or may contract with a community partner to provide them.  
Services that are named in the McKinney-Vento Act and that are eligible for SHP 
funding through HUD include child care services, employment assistance 
programs, nutritional counseling, security arrangements, outpatient health 
services, food provision, and case management (HUD, 2008).  A visual overview 
of affordable housing is available in Appendix C.  

Models of Permanent Supportive Housing (PSH) 
PSH is sometimes referred to as “supported” housing to emphasize its 

specificity and focus on tenure and stability (Tsemberis et al, 2004).  The entire 
premise of PSH is to be a permanent housing option for chronically homeless 
individuals with disabilities, (and therefore, specific service needs), for an 
indefinite period of time (Tsemberis; Pearson et al, 2007; Wong et al, 2006; 
Armstrong et al, 2008).  The Commons at Alaska is an example of a permanent 
supportive housing facility.  PSH facilities and their affiliated services may be 
geographically and programmatically located in a single building or complex 
(single-site or cluster-site), or be spread across a large area in multiple buildings 
or centers in different neighborhoods (scattered-site).  Caseworkers may be 
responsible for connecting and even transporting clients from their housing 
facilities to areas where they will receive their services, or an Assertive 
Community Treatment (ACT) team is assembled by the housing program or 
affiliate service organization to provide clients with treatment and services at their 
residences. These teams are also referred to as residential support teams (Wong 
et al, 2006; Armstrong et al, 2008; Tsemberis, 2004; Pearson, et al, 2007).  A 
single-site facility has the ability to provide “in-house” services in the residence 

                                                           

2 Permanent supportive housing is often abbreviated in the literature and recent HUD reports as 

“PSH”.  This is not an acronym officially defined in HUD desk guides and legislation, but the 

definitions of “PSH” programs in all literature reviewed make them analogous to the permanent 

housing for people with disabilities (PSH) programs described by HUD-specific guidelines. 

Because of its common usage, “PSH” is the acronym utilized in this assessment to reference 

permanent supportive housing. 
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building, either by bringing in contracted medical and service professionals, or 
employing their own staff (Pearson 2007; Tsemberis, 2004). 

PSH facilities—or any affordable housing—can also be described as high 
or low density (capacity), depending on the number of units their structures offer 
(Wong et al, 2006).  The A29 group has expressed concern about the impact of 
the scale (density, capacity) of the Commons at Alaska project. The implications 
of project size will be addressed in the subsequent sections of the assessment. 

Housing First and Low-Demand Service Models of PSH  
 NCR proposes to utilize the “Housing First” model of permanent 
supportive housing, which is also a major focus of HUD grant funding (Wong et 
al, 2006).  Housing First is the direct, or nearly direct, placement of chronically 
homeless individuals into permanent housing without requiring the completion or 
enrollment in rehabilitative services or programs (Department of Housing and 
Urban Development, 2007; Pearson 2007, Tsemberis 2004).  In many instances, 
the Housing First model is combined with a low-demand model of service 
delivery, or low intensity.  In contrast to more rigid facilities, those following a low 
demand model are governed by the principle of harm reduction to keep 
individuals in their housing “at all costs”, even if that means the clients’ continued 
use of substances during their transition to housing stability (Marlatt and Tapert, 
1993; Pearson et al, 2007).  An example of a low-demand approach is for a case 
worker to encourage the tenant to care for themselves appropriately in terms of 
nutrition and sleep, and pay rent and other bills before spending money on drugs 
(Pearson et al, 2007).  Low intensity allows a higher degree of resident autonomy 
in all aspects of daily life, from coming and going, to having overnight guests in 
the facility.  The spectrum of structure and control spans to high intensity 
programs, in which residents are subject to more stringent rules and curfews and 
are often required to participate in treatment.  Housing First refers only to 
intensity of treatment requirements, or lack thereof.  
 

In all Housing First facilities, whether low-demand or more rigid, 
supportive services are offered and made readily available to clients, the clients 
are not required to participate in these services to remain in the housing 
(Pearson et al, 2007).  Housing First has been adopted by HUD as the current 
best practice for PSH, given that many chronically homeless individuals have had 
negative experiences with psychiatric services (Tsemberis, 2004; Pearson et al, 
2007).  In numerous cities and programs, Housing First models have been 
observed to increase client stability, measured by tenure in permanent housing, 
and consumer satisfaction when compared to programs that require treatment 
enrollment and compliance to maintain housing.  The applicability of Housing 
First for chronically homeless individuals, even with dual diagnosis of substance 
abuse and mental disorders, has also been demonstrated (Tsemberis, 2004; 
Lipton, 2000).  However, neither Housing First nor the traditional “continuum of 
care” model—in which clients are treated for their addictions or conditions before 
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being placed in permanent housing—showed significant reduction in substance 
use, regardless of housing stability, in a large study in New York (Tsemberis, 
2004). 

 
 NCR has stated that the Commons at Alaska will not utilize a low-demand 
approach; on the contrary, NCR has a zero tolerance for drug-related criminal 
activity such as illegal manufacture, sale, distribution or use of a drug, as 
indicated by NCR’s Supportive Housing Community Rules, Rule #7.  According 
to the academic literature, HUD definitions, and NCR statements and 
funding applications, the Commons at Alaska would be best classified as a 
high-density, single-site, permanent supportive housing facility for 
chronically homeless and disabled individuals that utilizes a Housing First 
model. 

As of 2011, an estimated 300,000 individuals resided in permanent 
supportive housing programs across the country (AHAR 2011).  A nationwide 
canvas in 2003 revealed that only 33 permanent supportive housing facilities 
utilized a true Housing First approach (Pearson et al, 2007).  The body of existing 
literature is limited by the scarcity and relative novelty of Housing First programs.  
The HIA Committee urges all readers and stakeholders to review this report and 
other sources of information carefully, given fundamental differences in clientele, 
supervision, and the security of the different types of affordable housing.  

 
II. Potential Impacts of Permanent Supportive Housing (PSH) on 

Neighborhood Property Values 
 

 One of the concerns expressed by the A29 Group is the potential impact 
of a 90 unit PSH facility on property values in Avondale and North Avondale.  
Local homeowners, especially those directly adjacent to the proposed project 
site, have invested in the Avondale neighborhood.  It is widely accepted that 
property values reflect the overall quality of life in the neighborhood as well as 
the availability of local amenities (Galster et al, 1999).  Property values indicate 
the likelihood of investment in a neighborhood, and the availability of services 
such as healthcare and education.  Low property values indicate economic 
hardship at the individual and community levels, resulting in psychosocial stress 
to the individual.  Chronic stress has demonstrated concrete health risks by 
causing changes in the immune system (Segerstrom & Miller, 2004).  Economic 
hardship, financial uncertainty, and community degradation have been 
specifically cited as sources of stress and, consequently, chronic disease 
(Phillips et al, 2010; Wandersman & Nation, 1998). 
 A broad review prepared for the Research and Evaluation Unit of the 
Minnesota Housing Finance Agency summarizes 16 studies published between 
1993 and 2009 that observed the impact of various affordable housing facilities 
on neighborhood property values.  The review concluded that the impact will vary 
depending on the specific neighborhood context, the nature of the public housing 
facility, and the management of the facility (Agnew, 2010).  For instance, projects 
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that are well-managed by non-profit organizations were seen to steadily increase 
property values.  The conclusions drawn specifically about the scale of a project 
(density,capacity) and its impacts on property values came specifically from 
Section 8 Housing facilities, which are not fully comparable to PSH facilities.  The 
HIA Committee’s close review of three studies that specifically addressed PSH 
facilities do not allow us to predict any certain impacts on property values in the 
Avondale neighborhood, but can provide guidance on factors that can facilitate 
an increase in property values following the establishment of a PSH facility. 

An 18-year study conducted by the Furman Center for Real Estate and 
Urban Policy at New York University found that properties within 500 feet of the 
supportive housing showed “strong and steady growth” in property prices 
compared to properties from 500 to 1000 feet from PSH.  Though causality and 
direct mechanism for increased value has never been proven, it is theorized that 
the economic success of PSH facilities and their immediate surroundings may be 
facilitated by removing an old “eyesore” or blight to make way for a new facility, 
housing the homeless individuals of that immediate area, or by introducing 
services to the community that were not previously available (Armstrong, et al, 
2008). 

The proposed site at Alaska Commons has removed an abandoned 
nursing home building, which follows suit with one of the aforementioned 
recommendations.  Still, the overall positive finding for PSH in the New York City 
market is a difficult comparison to make with the housing market in a mid-size 
Midwestern city, given the desirability of property in Manhattan and areas of 
Queens and Brooklyn.  We cannot take a NYC neighborhood and compare it to a 
high poverty Cincinnati neighborhood. 
 A 2010 study of the impact of PSH on property values prepared by the 
United Way of Greater Houston, utilized the same methodology as the Furman 
Center in NYC.  This study similarly found that property values increased for 
those properties closest to PSH when compared to properties outside of the 500’ 
area.  However, there were “major transformations in municipal and private 
improvements” (United Way, 2010) in the area of the PSH studied in the Greater 
Houston study.  Hence, we cannot make a direct correlation between PSH and 
the increase in home values.  In Houston, the multimillion dollar infrastructure 
improvements occurred during the 1994-2010 study period, and included a new 
light rail line.  The authors state that it would therefore “be over simplistic to 
attribute the increase in property values solely to the development of supportive 
permanent housing” (United Way, 2010).  However, it is important to note that 
the combination of PSH and other development and investment proved favorable 
for neighborhood property values. The wide-scale development in the community 
would obviously benefit both PSH clientele and neighborhood residents by 
connecting them to additional urban resources.  Where property values increase 
it was never PSH alone stimulating the property value.  We cannot make a direct 
correlation to Avondale because each neighborhood is different.  Additional and 
current investments in Avondale may increase and/or stimulate property values 
but not in direct correlation to PSH development. 
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 The last study reviewed is a 2013 PSH Impact Analysis commissioned by 
NCR of its 5 properties in Columbus, Ohio.  The Commons at Grant opened in 
2003 and is the first and oldest NCR PSH, having been in operation for 10 years 
at the time of the study.  Property sales volume and prices in the Commons at 
Grant area were slightly higher than in the comparative area and the average 
parcel sales price was double that of the comparative area (National Church 
Residences, 2013).  Property values decreased at a higher rate (8.1%) in the 
Commons at Grant area than in the comparative area (2.2%) (NCR, 2013).  The 
study attributes the differences in property values to “real estate market 
corrections and is expected to stabilize in the near term” (NCR, 2013, p.2). 
 The Commons at Chantry is the second oldest PSH facility and 9 years 
old at the time of the study.  The Commons at Chantry area has experienced a 
decline in property values as did the comparative area (NCR, 2013).  And finally, 
The Commons at Buckingham, the third NCR PSH also experienced a decline in 
property values, however, this decline was “at a much lower rate than those in 
the comparative area” (NCR, 2013, p.6).  

 
III. Potential Impacts of PSH on Neighborhood Crime Rates 

 
 The A29 Group has written that they are concerned about the impact the 
Commons will have on the crime rate in the area.  The perception is that clients 
may partake in or attract illegal activities, and because their residence is in the 
immediate neighborhood, those crimes will manifest themselves in the immediate 
environs: the surrounding neighborhood.  Studies reveal that this direct link 
between the clientele and crime is generally not the case, but it is theorized that 
PSH has the potential to affect crime in much subtler—but no less important—
ways (Galster 2002; NYC). 

Avondale already experiences high rates of crime and violent crime when 
compared to national rates and Cincinnati as a whole.  Neighborhood crime has 
various implications for the health of the individuals of a community, the future 
clients of the proposed facility, and for the vitality of a neighborhood as a whole.  
Violent crime results in injury and death, but the threat and fear of all crime 
increases psychosocial stress and alters everyday behavior (Wandersman & 
Nation, 1998).  Crime rates are therefore an important health determinant and 
closely interrelated with neighborhood property values, psychosocial stress, and 
the success of PSH facility clients. 

A wide review in 2010 prepared in Minnesota of 6 studies showed varied 
impacts of affordable housing on crime rates (Spenser, 2010).  The studies that 
were reviewed by the HIA Committee also indicate that the crime rates can 
remain unchanged, increase at a slower rate, or increase at a greater rate after 
development of PSH and other forms of affordable housing.  NCR’s Permanent 
Supportive Housing Impact Analysis found that crime rates increased around 
Commons at Grant but at a slower rate than in the comparative area, crime rates 
remained consistent around Commons at Chantry, and crime rates appear to be 
on the rise at the Commons at Buckingham.  About the rise in crime in the area 
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of the Commons at Buckingham, “it is not surprising to see a rise in crime 
incidents since this is the first and only residential building in the Study Area” 
(NCR, 2013, p. 6). 
 Another study found a statistically significant increase in disorderly 
conduct reports within 500’ of PSH, and “there was a pattern that suggested, 
however that supportive housing’s effect on increasing disorderly conduct reports 
was greater in the lower-valued neighborhoods” (HUD, 1999, p 1-10).  A wide-
scale study conducted on 14 supportive housing developments in Denver 
showed a significant increase in violent crime within 500’ of the facilities with 
greater than 53 beds but no statistically significant increase in crime rates within 
2000’ of the facilities (Galster 2002).  Out of the 3 facilities studied in the Galster 
report that housed clientele that would be similar to that of Commons at Alaska, 
none were comparable in service intensity or size.  The researchers 
hypothesized that the residents of the facilities were the victims of the crime 
occurring within 500’ of the facilities, instead of the perpetrators.  The authors 
hypothesized that these “larger” (53+ beds) facilities yielded this increase 
because they corroded the neighborhood residents’ perceived social control and 
the collective efficacy of the neighborhood (Galster, 2002). 

Only 5 out of 9 focus groups in the neighborhoods where all of these 
facilities were located had participants who were aware of the existence of these 
facilities.  Only 4 groups organically mentioned the facility at all, one of which was 
the facility with 53+ beds.  Three out of nine focus groups noted a direct 
connection between undesirable neighborhood changes, and these were the 
groups containing people who reported living near “dangerous clientele” (ex. 
Halfway house).  However, there was no statistically significant evidence that 
these types of facilities had increased crime when compared to facilities with 
other clientele.  Although participants in 3 out of 9 focus groups lived in proximity 
to the larger facilities that were associated with increased crime, the group 
participants blamed the increases in crime on other indicators of community 
deterioration—such as prostitutes or abandoned buildings—instead of the PSH 
facilities (Galster, 2002). 

It is almost impossible to make a definite prediction of whether or not a 
facility will result in increased neighborhood crime, but potential and perception of 
crime cannot be overlooked, as it has the power to affect residents’ behavior 
(Wandersman & Nation, 1998).  Fear of potential violence and crime limits 
individuals’ ability and willingness to engage with neighbors—including PSH 
clients—and their built environment.  Perceived safety in common outdoor 
spaces is necessary to encourage physical activity.  Additionally, the social 
engagement made possible in those outdoor spaces is necessary to establish 
the social cohesion and informal support systems that improve individual and 
community health (Szreter, 2003; Wandersman & Nation, 1998).  These social 
ties have been demonstrated to actually reduce neighborhood crime and address 
other perceived challenges in a community through a process called collective 
efficacy or social capital (Ansari, 2014; Galster et al, 2002; Sampson, 1997, 
Larsen et al, 2004). 
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Social capital and collective efficacy are defined as the willingness and 
expectation of neighbors to intervene for the common good.  If community 
members fear their neighbors, including PSH clientele, or are too fearful of crime 
to utilize common spaces that allow them to engage with these neighbors, they 
will not form crucial social ties, and will be less likely to intervene on their 
neighbors’ behalf.  In short, crime and perceived risk of crime can deteriorate the 
very social processes and strengths that would otherwise be able to control it, 
and it can prevent activities that would mediate stress and other chronic illness.  
Sustained fear of crime has been observed to significantly correlate with anxiety 
and depression in neighborhood residents in Baltimore, even when researchers 
controlled for other personal and chronic stressors (Taylor et al, 1991; 
Wandersman & Nation, 1998).  The additional health impacts associated with 
chronic stress and decreased social control will be addressed in Section VI of the 
assessment. 

 
IV. Potential Impacts of PSH Program Attributes and Location 

on Client Stability and Success 
 

The stability of PSH clients is pertinent to their success, just as stability of 
the entire community is required for its health.  The goal of permanent supportive 
housing is for individuals with disabilities, including mental disorders, to remain 
stably housed and live as independently as possible.  Three tangible measures 
of success that are utilized in almost all studies are tenure in the housing 
program, under what circumstances clients leave, and where the clients go. 

Avondale is a neighborhood with an unstable population.  Avondale has 
lost 24% of its residents over the last 10 years, and over 50% of properties were 
vacant as of 2010 (US Census Data).  In other cities, vacant properties left in the 
wake of high-turnover have been linked to increased crime, increased stress, and 
increased vector-borne disease (Alameda).  Resident turnover itself impacts 
neighborhood social cohesion and stability, which “can be thought to be the glue 
that holds communities together and enables them to build bridges to others” and 
includes “feelings of connectedness and trust between neighbors” (SOPHIA, 
2013).  Social cohesion is regarded as a component of population mental health 
and well being, but it is also the foundation for the constructs of social capital and 
collective efficacy3. 

                                                           

3 Collective Efficacy and Social Capital are defined as a community stock of social trust and 

norms of reciprocity embedded in social networks that facilitates collective actions for mutual and 

individual benefits; it is also a shared expectation that neighbors will exert that control to maintain 

the common vision for the community (Ansari, 2013; Putnam, 2003; Galster et al, 2002).  The 

concept and its relevance to Avondale and the Commons at Alaska is discussed in Section III as 

it relates to crime, and in Section VII as it relates to stress and stress-related health outcomes, 

and civic engagement. 
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Some Avondale community members have voiced concern over a 
“revolving door” of individuals that will occupy the Commons at Alaska, especially 
given the high instability of Avondale already; will NCR or the clients have any 
stake in Avondale as a community if housing is more transitional than 
permanent?  If clients leave the supportive housing program, will they remain in 
Avondale without any support or resources?  It is in the interest of Commons at 
Alaska clients to be stably housed with 24-hour access to care and case 
management services, as proposed by NCR, and not return to homelessness in 
a community with high rates of drug traffic and violence.  Therefore, it is 
important to address potential turnover rates in the Commons at Alaska project, 
and what research has indicated as the determinants for housing instability. 
 In a 2006, a HUD-commissioned study of residents staying or leaving 
permanent supportive housing found high rates of residential turnover, which 
suggested that PSH is not, in fact, a “permanent” housing situation for all (Wong 
et al, 2006).  The study examines the experience of residents of permanent 
supportive housing with severe mental illness in Philadelphia during the period 
from 2001 to 2005.  The researchers used retrospective intake and outcome data 
on over 900 clients, and conducted interviews with about 100 additional clients 
who had recently left PSH, and about 100 who were housed at the time of the 
study conclusion.  The incidence of leaving was about 30% during the first 18 
months and 50% after 30 months of residence, but the average length of stay in 
permanent housing for the 922 residents was 1,329 days, or 3.65 years (Wong et 
al 2006). 

Regardless of tenure, the majority of PSH clients did not return to 
homelessness.  Of 385 study participants that left PSH, 30.4% left to live with 
family, friends, or spouses; 23.6% were discharged to more intensive supportive 
housing programs; 5% of “leavers” died during their stay in PSH; 4.7% were 
discharged to hospital settings, 3.4% to correctional facilities; and 2.9% returned 
to homelessness.  While 29.6% of leavers were discharged without a destination 
and were not able to be located by PSH staff during the study period (Wong et 
al), it is likely that neighborhood-based service providers would have known if 
these clients had returned to homelessness directly in the same neighborhoods 
as the PSH facilities from which they were discharged.  Similarly, almost 70% of 
those leaving PSH across the U.S. in 2011 integrated into the mainstream 
housing market (AHAR, 2011).  These findings refute the assumption that those 
leaving PSH will return to homelessness, namely, in the neighborhood hosting 
the facility. 

An earlier study observing individual-level and program-level 
characteristics as they related to outcome and tenure concluded that programs of 
different intensities, formats, and locations received distinct populations from 
different agencies, and different populations thrived at each type; not surprisingly, 
one size does not fit all (Lipton et al 2000; Wong et al 2006).  Two studies 
showed that personal level client attributes, most notably, age and utilization of 
outpatient services, were significantly associated with tenure; older clients stayed 
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longer than their younger counterparts, and substance abuse was associated 
with shorter tenure (Lipton et al, 2000). 

 A study conducted in NYC in 2000 showed significantly longer 
tenure of clients with substance addictions that were enrolled in programs 
utilizing a Housing First approach, when compared to clients of other, more 
traditional models (Tsemberis et al, 2004).  There was no difference in reported 
use of substances with any type of program.  In an extensive Philadelphia study, 
no program-level attributes were statistically significant indicators of success, 
though no program included in the study exceeded 62 beds, and only two 
programs utilized the Housing First model.  Client success was described as 
stability in PSH, “graduation” to the normal housing market, or willingly moving to 
a higher-intensity program, while failure included client admission to psychiatric 
in-patient treatment, incarceration, death, or return to homelessness.  However, 
qualitative data taken from focus groups with the “leavers” and the “stayers” in 
Philadelphia indicated that environmental factors—specifically, facility location—
were determinants in client outcomes.  In fact, housing environmental factors 
“including the extent of crime and illicit drug activity in the building and 
neighborhood, were mentioned by leavers as affecting their chance of staying 
sober and their capacity to manage stress, and subsequently, their ability to stay 
in permanent housing”; conversely, individuals that “graduated” from PSH and 
were “successful in their post-permanent housing careers time and again cited 
the desirability of their housing and neighborhoods as helping them to stay 
‘focused’ and to avoid stressful situations” (Wong et al, 2006, pp. 78).  
Environmental factors were also evident in other studies.  In a multicity study on 
Housing First PSH focus group data, that included interviews with both case 
workers and clients, only clients living in a high density, single site facility in a 
comparatively high-crime neighborhood in San Diego expressed dissatisfaction with 
their PSH experience.  The facility in question was being downsized at the urging of 
case workers in response to the exposure to neighborhood crime and the instability 
of clients living there (Pearson, et al, 2007). 

Researchers have concluded that “careful consideration should be made 
as to the location of permanent housing and should avoid placing permanent 
housing residents in neighborhoods with high crime rates and drug activities that 
inadvertently increase the risk of relapse for residents” (Wong, et al., p. xviii, 
2006).  The immediate vicinity of the Commons at Alaska site, Burnet and 
Rockdale Avenues, is a relatively high crime and high drug activity area. 
 The effect of PSH facility density—number of units—is a contested factor 
in the literature.  The HIA Committee was unable to locate a study that 
specifically found PSH program size to have a significant impact on client stability 
or success.  On the contrary, neither of the large scale studies reviewed by the 
HIA Committee identified program-level attributes—including facility size—to be 
statistically significant indicators of leaving or staying (Lipton et al 2007; Wong et 
al, 2006).  However, the perceived capacity or availability of housing has also 
been named as a component of consumer satisfaction (Pearson, et al, 2007).  It 
is also noted that high-density sites that also provide in-house services have 
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more “latitude” in the type of clients they can effectively serve and accommodate 
(Pearson, et al, 2007); given the variety of experiences, clientele backgrounds 
and needs reported in the two major studies of tenure, this latitude is an asset.  
Housing authorities have also praised high-density facilities in that they address 
a dire need of beds, and they allow peer support among clients (Corporation for 
Supportive Housing Omaha, 2010).  The noted weakness of high-density, single 
site facilities is that they limit client choice of housing location (Pearson, et al, 
2007). 
 High-density facilities can create volatile situations with high densities of 
mental illness.  During in-person interviews with 252 current permanent housing 
residents from 2001-2005, 81% expressed the preference not to live with other 
mental health consumers, while 10.6% indicated that they would and 8.6% 
indicated that it did not matter to them4.  However, on-site services at large 
facilities provide the personnel and resources to resolve issues quickly (Wong et 
al, 2006).  NCR has noted that high density facilities do not serve all types of 
clientele equally, but according to research of tenure and discharge, individuals 
that do not fare well in a certain type of program will rarely return to 
homelessness (Wong et al 2006). 

 
V. Potential Impacts of PSH on Concentration of Poverty 

And Overall Economic Levels 
 

Despite the unpredictability of a PSH facility’s effects on property values in 
the immediate neighborhood, there is a demonstrated economic advantage to 
the greater community, when chronically homeless individuals are stably housed 
in permanent housing.  In a 2006 study of PSH in Denver, Colorado, it was 
calculated that for each dollar invested in providing housing to chronically 
homeless individuals with disabilities, the City of Denver saves $4,745 per 
person by curbing hospitalization, emergency room visits, and jail time (Perlman 
& Parvensky, 2006).  The study also found an overall positive improvement in the 
health status and residential stability for formerly homeless residents.  This 
housing study found that 80% of residents maintained their housing for 6 months 
or more. 

Stability, as described in the previous section on Client Success, is a goal 
of PSH, but it is also what drives the economic gains for all.  A client who is 
housed and connected to medical services is less likely to utilize the emergency 
department and emergency shelters, and they are also more likely to be 
connected to other service “safety nets” outside of their housing.  For example, 
only 35% of clients in a PSH program in San Diego with serious mental illness 

                                                           

4 Of the 252 clients that were currently living with other mental health consumers (54 individuals), 

29% of them (16 individuals) expressed preference to live with other mental health consumers 

(Wong et al 2006), suggesting that this living situation is ideal for some. 
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were enrolled in Medicaid at the time they were placed in housing; all of the 
clients were Medicaid eligible, but it was their placement in PSH that allowed 
caseworkers to enroll them successfully and connect them to outpatient 
treatment on site or with a partnering agency (Pearson et al 2006). 
 Establishment of PSH facilities, regardless of their long-term effect on 
property values or their successful stabilization of chronically homeless 
individuals, will increase the neighborhood’s concentration of poverty.  Clients of 
PSH in three different cities experienced a slightly increased income from non-
employment sources over a 12 month period; however, they still remained “well 
below the poverty line” (Pearson et al, 2006).  The proposed Commons at Alaska 
facility, then, is expected to increase the concentrated poverty in Avondale, which 
stands at 41% of all people in zip code 45229 (US Census Bureau, 2009-2013 
American Community Survey).  Despite the conflicting opinions on how high-
density affects client experience and success in PSH programs, it is clear that 
concentrated poverty compromises the health of an entire community. 

Individual poverty levels affect a person’s financial resources, and 
therefore, access to education, healthy food, medicine, and healthcare.  
Concentration of poverty exacerbates feelings of hopelessness and the chronic 
stresses associated with limited resources.  There is a growing body of evidence 
that concentrated poverty, defined as an area where 40% or more of households 
earn below the federal poverty level, affects health status and outcomes more 
than what would be expected based on individual socio-economic status alone; 
the biomedical and social effects of poverty are compounded when it is 
concentrated (American Community Survey Briefs, 2011; Sampson, 1997, Evans 
& English, 2002).  At the individual level, the effects of poverty and concentrated 
poverty are most notable in children and adolescents (Sampson, 1997).  An 
extensive study of multigenerational poverty on 1,556 parent-child pairs 
concluded that living in a high-poverty neighborhood in one generation has a 
substantial negative effect on a child’s cognitive ability in the next generation 
(Sharkey & Elwert, 2011).  Similarly, in a study of over 2,000 African American 
children in Chicago, severe concentration of poverty was observed to reduce a 
child’s verbal ability as much as missing a year or more of schooling (Sampson, 
Sharkey & Raudenbush, 2008). 

Neighborhood poverty and instability are also directly correlated with 
increased rates of violent crime, delinquency and school drop-outs (Figueira-
McDonough, 1993).  Concentration of poverty at the neighborhood level is also 
the best statistical predictor of child abuse (Garbino & Crouter, 1978; 
Wandersman & Nation, 1998).  However, poverty, of any concentration, does not 
only result in decreased access to resources and opportunity and increased 
access to crime and instability. 

Emerging studies suggest that telomere length, the stretch of non-coding 
DNA “buffer zones” on the tips of chromosomes, is a biomedical indicator of 
stress; shorter telomeres and lower levels of the enzyme telomerase—which 
rebuilds telomeres to protect coding regions of DNA when cells divide—indicate 
higher stress, and a higher risk for damaging coding regions of DNA during 
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replication (Epel et al, 2004).  In a study of the genomes of young African 
American boys, poverty was associated with shorter telomeres than what would 
be expected based on age; this is hypothesized to be how disadvantage as a 
chronic stressor accelerates aging and impacts health at the cellular level 
(Mitchell et al, 2014). 
 Any development or policy that further increases the concentration of 
poverty in disadvantaged neighborhoods has the potential to yield these very 
concrete health impacts.  Unfortunately, there is overwhelming evidence that 
supportive housing facilities are constructed in comparatively less-affluent 
neighborhoods due to the economic advantages and the expectation of less 
community resistance (Galster et al, 2002).  Block groups in Philadelphia hosting 
PSH facilities had a significantly lower median income than the city as a whole, 
higher proportion of renters, higher crime rates, higher racial diversity, and higher 
income diversity (Wong et al, 2006).  All 14 sites that met unrelated study criteria 
in Denver happened to have been developed in areas with comparatively high 
crime rates for all types of crime (Galster et al, 2002).  Some of these 
environmental factors are troublesome in that they compromise success of 
clients, but they also indicate a broader issue of environmental justice: vulnerable 
populations, the chronically homeless and mentally ill, are physically placed in 
the margins of cityscapes, where residents are already struggling against the 
social and biomedical challenges to which they are disproportionately exposed.  
The manner in which “toxic” social conditions in impoverished neighborhoods 
harm mental health has been compared to the way toxic chemicals compromises 
physical health.  New evidence suggests that these ‘toxic’ social conditions also 
compromise physical health. 

It should be noted that permanent supportive housing can offer 
tremendous opportunity to financially and socially stabilize a neighborhood, if 
executed correctly.  For instance, the same block groups in Philadelphia that 
were selected as PSH locations also had significantly more geographical 
proximity (0.5 mi) to resources such as healthcare facilities, commercial 
establishments, government offices, gardens, faith-based organizations, and 
social and cultural organizations (Wong et al, 2006).  If the establishment of a 
PSH can deliver services that were not previously available in the neighborhood, 
it can become an asset to the community and combat at least some of the 
barriers to health presented by concentrated poverty. 
 

VI. Impacts of PSH on Stress and Health of  
Communities and Individuals 

 
The scoping process of the HIA identified stress as both a health 

determinant and possible impact of the Commons at Alaska process and project.  
Stress is a critical junction of social factors and health; it is a psychosocial and 
biomedical condition affected by the environment that also has other 
physiological and social manifestations.  A29 Group and other community 
members have identified the planning process of the Commons at Alaska project, 
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as well as the premise of the facility’s construction in Avondale, as sources of 
stress.  Also, as discussed in Section IV, previous studies have identified 
neighborhood characteristics as a source of stress for PSH clients, and potential 
cause for relapse in substance abusers.  As described in Section V, poverty—
especially concentrated poverty—has been observed to affect both mental and 
physical health of neighborhood residents, chiefly because poverty is 
characterized by the confluence of multiple stressors (Evans & English, 2002).  
Figure 3 illustrates stress as this nexus of health determinants—including crime, 
property values, and poverty—and possible health impacts as they relate to the 
Commons at Alaska project. 

Stressors are often characterized and described based on their duration 
and source5.  Chronic stress is defined, in the simplest terms, as the cumulative 
load of minor, day-to-day stresses (McEwen, 1998).  However, chronic stressors 
are also described as pervasive; they invade everyday life and may force 
individuals to structure or restructure identity or social roles (Segerstrom & Miller, 
2004).  Chronic stressors are also stable, and individuals do not know when or if 
the stressor will end, or are certain the stressor will never end (Segerstrom & 
Miller, 2004).  Racism, poverty, displacement, disability, and caregiving are 
considered sources of chronic stress.  The immediate effects of chronic stress 
are visible in feelings of fatigue, lack of energy, irritability, and demoralization 
(McEwen, 1998). 

Additionally, stress and stressful events lead to physical disease by 
directly affecting biological processes and inducing harmful behavioral patterns.  
The allostatic load model and the concept of psychosocial stress describe the 
physiological and emotional “tipping points”, respectively, that compromise 
health.  Allostasis describes health as a state of responsiveness to the 
surrounding environment. It differs from homeostasis—a biological concept of 
how things like body temperature must remain within narrow parameters—in this 
emphasis on change and adaption (McEwen, 1998; Juster et al, 2009).  Allostatic 
load is the point at which an individual’s normal physiological response to 
stressors begins to wear and tear on their system, and does more harm than 
good.  Similarly, psychosocial stress is caused when an individual perceives the 
environment’s demands to “exceed his or her adaptive capacity”: it is an overload 
(Cohen et al, 2007).  A major endocrine response to psychosocial or chronic 
stress is sustained level of cortisol, a “fight or flight” activating hormone that also 
                                                           

5 Elliot and Eisdorfer’s taxonomy of stressors adopted by more recent publications name five 

classes: Acute time-limited stressors are challenges, such as public speaking or mental math.  
Brief naturalistic stressors are confrontations with challenges such as exams.  Stressful event 
sequences, like a natural disaster or loss of loved one, have a focal point that becomes a source 
of stress and poses other challenges in subsequent events.  Distant Stressors are past traumatic 
events, such as experiencing sexual abuse as a child, that have long-lasting cognitive and social 
effects.  Distant stressors are in some cases classified as chronic stressors, too, due to their long-
term repercussions. 
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regulates physiological processes such as anti-inflammatory response and 
metabolism (Sheldon et al, 2007).  Elevated levels of other “downstream” stress 
hormones can also cause preterm birth, and have been directly connected to 
psychosocial stress in African American women (Pike, 2005). 

In both human and animal models, sustained cortisol levels have been 
predictors of myocardial infarctions (heart attacks), high blood pressure, decline 
in memory, and development of insulin resistance (McEwen, 1998).  Additionally, 
based on animal models, chronic stress can cause T-cells—key players in the 
body’s immune system—to pull away from the skin’s surface, in contrast to acute 
stress situations where T-cells flock to the skin’s surface in anticipation of 
infection.  The implication is that chronically stressed individuals will experience 
the effects of minor infections, such as the common cold, much more severely 
than an individual with normal stress levels, and therefore, an uncompromised 
immune system (Sergerstrom & Miller, 2004).  Meta-analysis of 300 studies of 
stress and immunity revealed that unlike acute stressors, chronic stressors—
especially those associated with social roles or identity—globally suppressed the 
immune system (Sergerstrom & Miller, 2004). 
 Social experience is deeply intertwined with these physiological markers 
of stress.  Allostatic load is also affected by the consumption of tobacco and 
alcohol, dietary choices, and amount of exercise (McEwen, 1998).  Unhealthy 
behaviors often develop as a coping mechanism for stress, but they can amplify 
the harmful physiological effects of stress. Chronic stress disproportionately 
affects minority groups because of stress of daily discrimination and structures of 
injustice that result in material deprivation.  “Poverty”, as described in the 
previous section, may be considered a black box of stressors in itself.  Although it 
is difficult to disentangle class and ethnicity, perceived status in society is a 
documented determinant of health outcomes, with stress serving as the major 
mechanism (Marmot, 2004). 

As described in Section V, affordable housing is disproportionately placed 
in low-income communities; this can be interpreted as a further marginalization of 
both clients and community residents, which can cause or confirm feelings of 
inferiority and lack of control.  Both are sources of chronic stress.  Lack of control 
or perceived control in different facets of life are associated with higher risks of 
coronary heart disease and other chronic disease (McEwen, 1998; Marmot, 
2004).  These conclusions are consistent with the findings that Housing First and 
perceived consumer choice in PSH yield better client retention and stability; 
choice and control reduce stress, while curbing control increases stress 
(Tsemberis et al, 2004).  Similarly, a government’s lack of transparency or 
responsiveness has been documented to cripple social capital of communities by 
compromising the generalized trust; distrustful citizens will not engage with their 
governments or their neighbors, though both are avenues to address 
neighborhood-level stressors like crime (Rothstein & Stolle, 2003; Larsen et al, 
2004).  At the community level, stress and hopelessness can manifest 
themselves in survival behaviors such as crime, social isolation, and substance 
use.  Healthy communities—ones that best survive despite actual and perceived 
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stressors—are those with strong social ties, which build their foundation for social 
capital (Wandersman & Nation, 1998; Larsen et al, 2004, Sampson et al, 1997). 

In addition to improving individual health outcomes, social connectivity 
gives communities the foundation to exert their informal and formal social control 
to improve their neighborhoods (Szreter & Woolock, 2003).  Not surprisingly, 
community members with higher social standing, as measured by education level 
and income, are significantly more likely to exert control over their neighborhood 
both informally and formally through civic engagement.  However, community 
members with strong social ties, high social capital, regardless of their individual 
statuses, were also likely to engage civically on behalf of protecting or improving 
their neighborhoods (Larsen et al, 2004).  Social Capital and collective efficacy 
theories have been criticized in the realm of public health for deterring from an 
obvious truth: marginalized groups are continually denied the tangible resources 
they need to be healthy and successful.  Though social connectivity and 
collective efficacy allow certain communities to combat toxic cycles of violence, 
and perceived powerlessness that are associated with their poverty levels, and 
therefore controlling some sources of chronic stress, they still remain 
disadvantaged (Szreter & Woolock, 2003).  Civic engagement is the mechanism 
by which a community may exert their social capital and obtain necessary 
resources to reduce neighborhood level stressors, but those most in need of 
these resources are skeptical of the “system” and are least likely to engage 
(Larsen et al, 2004; Rothstein & Stolle, 2002).  Potential environmental stressors, 
such as introducing a PSH to a vulnerable community, can be mitigated with 
engaging the community in the process and educating the community about the 
benefits of PSH to the clients PSH serves. 

 
VII. Mitigation Recommendations 

 
This HIA was conducted at the request of residents in close proximity to 
the proposed development site.  The HIA Committee recognizes the 
beneficial effects of permanent supportive housing for homeless 
individuals and the following recommendations are offered to mitigate 
possible adverse health impacts in vulnerable communities.  Based on 
literature review and the plans for the Commons at Alaska facility as 
presented in National Church Residences’ (NCR) application to the Ohio 
Housing Finance Agency6, the Health Impact Assessment Committee 
makes the following recommendations to optimize potential positive health 
impacts and minimize potential negative health impacts on Avondale 
citizens and future Commons at Alaska clients.  Many of the following 
recommendations can be used in the planning for future permanent 
supportive housing projects and are not specific to Avondale. 
                                                           

6 The overview for the project can be reviewed in the introduction of this report and the OHFA 

application is available in Appendix C.  
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1. The purpose of this recommendation is to address the health impacts of 
permanent supportive housing (PSH) on stress and health of communities and 
individuals. (Please see page 28 of this report.) 
 The developer, in collaboration with the community council and city government, 
should develop and execute a monitoring and evaluation plan regarding the 
operations of the PSH including facility operations, building upkeep, compliance with 
building codes, client stability and turnover, and include in the annual report 
additional factors relevant to the neighborhood such as crime rate data within a 2000’ 
radius of the facility.  This report should be presented to stakeholders including 
neighbors, City Council, Avondale Community Council, and PSH residents alongside 
necessary action plans to address problematic factors. 

 
2. The purpose of this recommendation is to address the concentration of poverty 
and overall economic levels.  (Please see page 28, third paragraph of the full report 
where it discusses PSH as an asset to the community.) 
 Open the “healthy at home” primary care and pharmacy services to be located in 
the Commons at Alaska to the Avondale community.  It is a goal of HUD’s Livable 
Communities recommendations to share services.  This would allow the community 
to view the project as an asset, and interact with clients and staff naturally and 
transparently. 
 
3. The purpose of this recommendation is to address social control.  (Please see 
page 31, paragraph 2 of the full report where it discusses the impacts of social 
control.) 
 Give priority to housing homeless individuals with ties to Avondale in the 
Commons at Alaska, such as residents’ family members or former residents that 
meet NCR’s criteria, to avoid the perception of “importing” at-risk populations to 
Avondale. 
 
4. The purpose of this recommendation is to mitigate generalized trust and level of 
civic engagement.  (Please see page 31, paragraph 2 of this report where it 
discusses civic engagement.) 
 Improve community outreach efforts to ensure long term success of the 
Commons at Alaska project.  Attend community council meetings for as long as NCR 
has a facility in Avondale.  Require a manager or director of the facility to attend the 
good neighbor meetings currently facilitated by NCR.  Create a Commons at Alaska 
specific advisory board that includes representation from community members 
expected to be most impacted by the facility, including but not limited to Avondale 
and North Avondale residents, and other key stakeholders. 

 
5. The purpose of this recommendation is to address concentration of poverty.  
(Please see page 26, paragraph 2 of this report where it discusses stabilization of 
chronically homeless individuals.) 
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Further reduce the number of units for occupancy at the Commons of Alaska to 
lessen the impact on the concentration of poverty. 
 
6. This recommendation addresses the concentration of poverty.  (Please see page 
27 of this report.) 
 Maintain the number of affordable housing units in Avondale so as not to 
increase the concentration of poverty.  Honor the Cincinnati City Council Ordinance 
#346 (poverty impaction, 2001 which can be read in Appendix D of this report). 

 
7. This recommendation addresses social connectivity and concentration of 
poverty.  (Please see page 26 of this report where it discusses client housing choice 
and client integration into the host community.) 
 Build the Commons at Alaska, and all future PSH facilities, to match the 
character of the street. 

 
8. This recommendation addresses psychosocial stress and social experience.  
(Please see page 29, last paragraph of this report where it discusses the impacts of 
psychosocial stress.) 
 Incorporate green space at the proposed Commons at Alaska site and use it to 
develop healthy options, such as vegetable gardens for the clients and community. 
 
9. This recommendation addresses civic engagement and concentration of poverty.  
(Please see page 31, paragraph 2 of the full report where it discusses social 
connectivity.) 
 Partner with local organizations as a way of addressing Avondale’s needs.  For 
instance, when designing programming for Commons at Alaska clients, plan to 
partner and volunteer with organizations such as Gabriel’s Place to support Avondale 
and facilitate client integration into the community. 
 
10. This recommendation addresses the level of civic engagement and the 
concentration of poverty.  (Please see page 28, 3rd paragraph of the full report where 
it discusses PSH as an asset to the community.) 
 To counter the impacts of concentrated poverty, PSH developers should support 
sustainable youth programs in the related community. 
 
11. The purpose of this recommendation is to mitigate possible health impacts of 
concentration of poverty and poor food access/nutrition.  (Please see page 27, third 
paragraph of the full report.) 
 Invest in a formal plan, in partnership with the city and NCR, to advocate for 
services and amenities in the Avondale community to contribute to the community’s 
general well being.  For example a full service grocer, i.e. with fresh fruits and 
vegetables, would improve health and well-being of Avondale residents, including 
Commons at Alaska residents. 
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12. The purpose of this recommendation is to address generalized trust and civic 
engagement.  (Please see page 30, last paragraph of this report where it discusses 
government's lack of transparency or responsiveness has been documented to 
cripple social capital). 
 Ensure process transparency of City Government in the continuation of the 
Commons at Alaska Project development, as distrust is harmful to Avondale 
residents and the success of the Commons at Alaska. 

 
13. The purpose of this recommendation is to address generalized trust and civic 
engagement.  (Please see page 30, last paragraph of this report where it discusses 
government's lack of transparency or responsiveness has been documented to 
cripple social capital.) 
 The City of Cincinnati and PSH developers should adhere to the City of 
Cincinnati Ordinance 129 (Homeless to Homes Plan, 2009, Appendix E) and 
Ordinance 346 (poverty impaction, 2001, Appendix D). 

 
14. The purpose of this recommendation is to address generalized trust and civic 
engagement.  (Please see page 30, last paragraph of this report where it discusses 
government's lack of transparency or responsiveness has been documented to 
cripple social capital.) 
 A legal opinion should be obtained on the relationship between Ordinance 129 

(Homeless to Homes Plan, 2009) and Ordinance 346 (poverty impaction, 2001) and 

how they pertain to the process site selection and proposed development of the 

Commons at Alaska, from the Law Department of the City of Cincinnati.  Were these 

ordinances followed in the projects’ planning and implementation? 

 
15. The purpose of this recommendation is to address generalized trust and civic 
engagement.  (Please see page 30, last paragraph of this report where it discusses 
government's lack of transparency or responsiveness has been documented to 
cripple social capital.) 
 City of Cincinnati (for example Department of Planning and Buildings and Law 
Department) should update the City of Cincinnati’s zoning code 1401.01T to define 
the terms transitional housing (TH) and permanent supportive housing (PSH) to 
reflect HUD definitions and/or Ohio Interagency Council on Homelessness and 
Affordable Housing definitions and clarify the key differences in client tenure. 

 
16. The purpose of this recommendation is to address generalized trust and civic 
engagement.  (Please see page 30, last paragraph of this report where it discusses 
government's lack of transparency or responsiveness has been documented to 
cripple social capital.) 
 The City government should formally incorporate the complaints of Avondale 
residents about lack of effective notification in the process of site selection, approval, 
and community outreach.  Develop a guiding document which addresses the 
complaints for the planning of future housing projects in the City, similar to how door-
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to-door outreach is part of the protocol for when changes are planned in City zoning 
codes. 
 
17. The purpose of this recommendation is to address health indicators of 
generalized trust, social capital and social connectivity and crime.  (Please see page 
30, last paragraph of this full report.) 
 Create a police substation in Avondale to protect both Commons at Alaska 
clients and current Avondale and North Avondale residents.  Form partnerships 
between foot patrols and other “ground level” officers and informal crime control 
groups, such as citizen’s patrols and block groups, to monitor areas of concern, such 
as the ravine behind the proposed Commons at Alaska site. 
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Appendix A: Glossary of Key Terms  
Affordable Housing:  Housing that costs no more than 30 percent of a 

household's monthly income.  The term does not denote ownership or 

management of the property; rather, it simply refers to its rate and 

affordability. 

Assertive Community Treatment (ACT) team:  Originally developed in 

Madison, WI in the 1980’s, this approach was modified and made famous by 

the Pathways to Housing Program in New York.  The interdisciplinary team is 

available 24-hours a day to provide supportive services to clients of 

scattered-site programs.  ACT teams “enhance the client’s community 

adjustment, decrease time spent in institutions, and prevent the development 

of a chronic ‘patient’ role” (Pearson et al, 2007, pp. xvi). 

Chronic Stress:  Exposure to endless or seemingly endless stressors such 

as racism, poverty, displacement, disability that can influence identity or 

social roles. 

Chronically homeless:  An unaccompanied homeless individual with a 
disabling condition who has either been continuously homeless for a year or 
more OR has had at least four (4) episodes of homelessness in the past three 
(3) years. 
 
Collective efficacy:  A form of social organization that combines social 

cohesion and shared expectations for social control.  It is often used 

interchangeably with Social Capital to communicate a community’s ability to 

“rally” for change or control. 

 

Concentrated Poverty:  An area where 40% or more of households have 
incomes below the Federal Poverty Level. 
 
Disabling condition: A diagnosable substance abuse disorder, serious 
mental illness, developmental disability, or chronic physical illness or 
disability, including the co-occurrence of two or more of these conditions.  A 
disabling condition limits an individual’s ability to work or perform one or more 
activities of daily living. 
 
Homeless person: A person sleeping in a place not meant for human 
habitation or in an emergency shelter, or a person in transitional housing. 
 
Housing First Model: The direct, or nearly direct, placement of targeted 
homeless people into permanent housing.  Even though the initial housing 
placement may be transitional in nature, the program commits to ensuring 
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that the client is housed permanently.  While supportive services are to be 
offered and made readily available, the program does not require participation 
in these services to remain in the housing. 
 
Low-Demand: A policy in Housing First facilities that is governed by the 
principle of harm reduction to keep individuals in their housing “at all costs”, 
even if that means the clients’ continued use of substances during their 
transition to housing stability. 
 
Low intensity: A program of supportive housing that allows a high degree of 
resident autonomy in all aspects of daily life, from coming and going, to 
having overnight guests in the facility. 

 
The Ohio Housing Finance Agency (OHFA): The OHFA facilitates the 

development, rehabilitation and financing of low- to moderate-income 

housing.  Formerly a division of the Ohio Department of Development, OHFA 

became an independent state agency in 2005. 

Permanent Supportive Housing (PSH):  The State of Ohio has adopted the 

following definition of PSH: 

 PSH is permanent, community-based housing targeted to extremely 

low income households with serious and long-term disabilities; 

 PSH tenants have leases that provide PSH tenants with all rights 

under tenant-landlord laws.  Generally, PSH provides for continued 

occupancy with an indefinite length of stay as long as the PSH tenant 

complies with lease requirements; 

 At a minimum, PSH meets federal Housing Quality Standards (HQS) 

for safety, security and housing/neighborhood conditions; 

 PSH complies with federal housing affordability guidelines – meaning 

that PSH tenants should pay no more than 30-40 percent of their 

monthly income for housing costs (i.e., rent and tenant-paid utilities); 

 PSH services are voluntary and cannot be mandated as a condition of 

admission to housing or of ongoing tenancy.  PSH tenants are 

provided access to comprehensive and flexible array of voluntary 

services and supports responsive to their needs, accessible where the 

tenant lives if necessary, and designed to obtain and maintain housing 

stability; 
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 PSH services and supports should be individually tailored, flexible, 

accessible by the tenant, and provided to the extent possible within a 

coordinated case plan; and 

 As an evidence-based practice, the success of PSH depends on 

ongoing collaboration between service providers, property managers, 

and tenants to preserve tenancy and resolve crisis situations that may 

arise. 

Psychosocial Stress: A state in which an individual perceives the 

environment’s demands to “exceed his or her adaptive capacity”: it is an 

overload. Psychosocial stress is associated with harmful coping behaviors, 

such as smoking, and neurobiological responses, namely, continual secretion 

of cortisol. 

Public Housing: In concept, it is any housing that is subsidized or 

constructed using public funds, though not necessarily managed or owned by 

a government agency.  The HUD Public Housing program provides “decent 

and safe” rental housing for eligible low-income families, the elderly, and 

persons with disabilities. HUD provides funding and technical support to local 

housing authorities, who manage the rental properties. 

Scattered-site: Supportive housing that is dispersed within non-supportive 
housing buildings. 
 
Single-Site: Supportive housing developments in which the supportive 
housing units all are located in a single building with on-site social services. 
 
Social capital: A community stock of social trust and norms of reciprocity 

embedded in social networks that facilitate collective actions.  This definition 

by S. Ansari integrates elements of several definitions given by various 

scholars.  It is also defined as a social energy potential of a community that 

can be either constructive or destructive.  It is often used interchangeably with 

Collective Efficacy to communicate a community’s ability to “rally” for 

change or control. 

Supportive Housing Program (SHP): Emergency, transitional, or permanent 

housing that provides or connects clients to supportive services such as 

case management, substance abuse counseling, job preparation, primary 

medical care, or child care to aid their transition to housing.  The McKinney-

Vento Act states that the program is to “promote the provision of supportive 
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housing to homeless persons to enable them to live as independently as 

possible.” (Title IV, C Section 421). 

Supportive services: Supportive services assist homeless persons to 

transition from the streets or shelters to permanent housing. Supportive 

services named in the McKinney-Vento Act include child care services, 

employment assistance programs, nutritional counseling, security 

arrangements, outpatient health services, food provision, and case 

management. 

Telomere: The stretch of non-coding DNA “buffer zones” on the tips of 

chromosomes that prevent damage to coding regions of DNA during 

replication. Telomeres shorten every time a cell divides. 

The McKinney-Vento Act: The U.S. McKinney-Vento Homeless Assistance 
Act was signed into law on July 22, 1987. It provides for a variety of HUD 
housing options to help stabilize the lives of homeless persons. These include 
emergency, transitional and permanent supportive housing within the 
Supportive Housing Program. The law further allows for tenant-based and 
project-based assistance. 
 
The U.S. Department of Housing and Urban Development (HUD): The 

national agency responsible for researching and setting housing standards, 

best practices, and for funding local housing authorities. 

Transitional Housing (TH): a type of supportive housing used to facilitate 

the movement of homeless individuals and families to permanent housing. 

Homeless persons may receive supportive services which may be provided 

by the organization managing the housing or coordinating by them and 

provided by other public or private agencies. TH can be provided in one 

structure or several, at one site or multiple structures at scattered sites. TH 

grantees or project sponsors are required to make services available. 
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Appendix B., Figure 3:  Site Map of Immediate Impact Area of Commons at 
Alaska 
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Appendix C. NCR OHFA Application 
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Appendix D.  City of Cincinnati ordinance 346 (Impaction 

Ordinance/Checklist)
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Appendix E.  City of Cincinnati Ordinance 129 (Homeless to Homes) 
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Appendix F. Table of Cincinnati  Metropol i tan Hous ing Authori ty Vouchers/Assets  

Neighborhood CMHA 

Voucher 

Count

CMHA 

Asset 

Count

CMHA 

Tota l

Tota l  

Neighborhood 

Hous ing Units

% CMHA Persons  

Below 

Poverty 

(2000 US 

Census)

Tota l  

Populatio

n (2000 US 

Census)

%Poverty

Avondale 413 396 809 7498 11% 5785 16298 35%

Bond Hi l l 244 244 3546 7% 1999 9682 21%

Camp Washington 18 2 20 704 3% 473 1506 31%

Carthage 38 38 1298 3% 378 2412 16%

Cl i fton 38 38 4831 1% 1378 8546 16%

Col lege Hi l l 441 17 458 7102 6% 2645 16485 16%

Corryvi l le 51 1 52 2137 2% 1222 3830 32%

CUF 80 1 81 7001 1% 2723 7366 37%

East End 9 1 10 866 1% 294 1692 17%

East Price Hi l l 489 72 561 7690 7% 4414 17964 25%

East Walnut Hi l l s 53 53 2734 2% 566 3441 16%

East Westwood 223 7 230 1475 16% N/A N/A

Engl ish Woods 1 1 262 0% 2354 4510 52% (North 

Fairmount/E

nglish 

Woods, 

2000)

Evanston 282 100 382 4047 9% 2201 7928 28%

Hartwel l 41 41 2804 1% 942 9935 9%

Hyde Park 6 37 43 7498 1% 631 13640 5%

Kennedy Heights 112 112 2581 4% 456 5689 8%

Linwood 3 3 402 1% 264 1042 25%

Lower Price Hi l l 19 19 452 4% 618 1309 47%

Madisonvi l le 213 19 232 5270 4% 1446 11355 13%

Mil lva le 16 11 27 1074 3% 2118 3914 54% (South 

Cumminsvill

e/Millvale, 

2000)

Mt. Airy 645 16 661 4489 15% 1346 9006 15%

Mt. Auburn 130 130 3033 4% 1519 6516 23%

Mt. Lookout 0 9 9 2268 0% 82 3236 3%

Mt. Washington 56 85 141 6435 2% 996 13911 7%

North Avondale - Paddock Hi l l s 114 114 2333 5% 608 6326 10%

North Fa irmount 63 10 73 895 8% 2354 4510 52% (North 

Fairmount/E

nglish 

Woods, 

2000)

Norths ide 195 14 209 4484 5% 2104 9389 22%

Oakley 21 5 26 6764 0% 836 11244 7%

Over-the-Rhine 268 268 4298 6% 4354 7638 57% (Included 

Pendleton, 

2000)

Pendleton 20 20 653 3% N/A N/A

Pleasant Ridge 115 115 4375 3% 989 9510 10%

Rivers ide 10 13 23 1165 2% 388 2223 17% (Sedamsvill

e/Riverside, 

2000)

Roselawn 273 273 3474 8% 1058 7128 15%

Sayler Park 16 5 21 1287 2% 335 3233 10%

Sedamsvi l le 10 10 346 3% 388 2223 17% (Sedamsvill

e/Riverside, 

2000)

South Cumminsvi l le 26 26 422 6% 2118 3914 54% (South 

Cumminsvill

e/Millvale, 

2000)

South Fa irmount 54 4 58 1344 4% 202 3251 6%

Spring Grove Vi l lage 49 49 924 5% 228 2337 10% (Winton 

Place, 2000)

Vi l lages  at Rol l  Hi l l 2 2 973 0% 1373 2453 56% (Fay 

Apartments, 

2000)

Walnut Hi l l s 215 89 304 4445 7% 2767 7790 36%

West End 244 211 455 4094 11% 4163 8115 51%

West Price Hi l l 440 18 458 8154 6% 2460 18159 14%

Westwood 682 37 719 15890 5% 5889 36056 16%

Winton Hi l l s 92 1257 1349 2099 64% 3400 5375 63%

CMHA Tota l  in Cincinnati 6530 2437 8967 155916 6%

CMHA Outs ide of Cincinnati 3615 446

Cal i fornia ,Columbia  Tusculum, Downtown, Mt. Adams, Queensgate have no CMHA hous ing.

Prepared by Cincinnati  Health Department 2/12/2015

Souce: CMHA 4/1/2014

Source: US Census  Bureau 2010

Percent Poverty Source: US Census  Bureau 2000  
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